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most of the blood to the lower part of the
body.

The development of an efficient collateral
circulation often depends on dilatation of
healthy anastomotic arteries, and on a healthy
heart. If, however, the collateral arteries are
diseased, e.g. atheromatous, fibrosed or cal-
cified, they are unlikely to dilate sufficiently to
supply the necessary amount of blood to the
ischaemic part, and a varying amount of nec-
rosis will follow. Accordingly, in middle-aged
or old people with atheroma, etc., blockage of
the main artery of a limb, or even of a large
branch, may be followed by death of the tissues
supplied by the obstructed vessel, the condition
of 'senile' gangrene resulting (p. 205). Multiple
emboli in the arteries of the lower limbs (us-
ually resulting from aortic atheroma) or
spreading thrombosis, as in thromboangiitis
obliterans (p. 378), may also lead to ischaemia
and gangrene, even in young adults.

Infarction

Certain arteries of internal organs have
imperfect anastomoses and their obstruction is
always followed by serious results. Such
arteries are called end arteries, and they may
have no anastomosis, e.g. the splenic artery, or
only capillary anastomosis, e.g. the branches of
the renal artery, or arterial anastomosis
insufficient to keep the part alive, e.g. the su-
perior mesenteric artery. Obstruction of such
vessels leads to ischaemia, usually sufficient to
cause tissue necrosis. The term infarct u applied
to the altered area which has lost its blood
supply, and use of the term implies that the tissue
has undergone ischaemic necrosis. During the
process of infarction, the small blood vessels in
the dying tissue may become engorged with
blood from either retrograde flow or an-
astomosing small vessels. This engorgement,
often accompanied by haemorrhages, results in
the so-called red or haemorrhagic infarct. In
other instances, little blood enters the dying
tissues and apafe infarct develops. Pale infarcts
occur in organs where there is little or no an-
astomosis, e.g. heart and kidneys; while in
organs where there is some anastomosis, e.g.
the intestine, and the lungs, red infarcts are
fofltet; Jtfcfairctipn nte*aus literally a stuffiag-in,
s ori^iaHy applied to the haemorrhagic
r*Wfito appeal stuffed with btood. When

pale infarcts were found to have a similar
cause, the term was applied to them also.

Infarction is usually the result of acute occlu-
sion of an artery by thrombosis or embolism.
In the coronary arteries, atheroma with throm-
bosis is common, and is the usual cause of in-
farction of the myocardium; in the brain,
thrombosis and embolism are both of import-
ance but infarction can also result from hypo-
tension; in the lungs, kidneys and spleen em-
bolism is a commoner cause than thrombosis.

Features of infarcts in various sites. In the
kidneys, spleen and lungs, the vascular arrange-
ments are such that most infarcts are roughly
wedge- or cone-shaped, the apex lying most
deeply, in the vicinity of the occluded artery,
and the infarct enlarging as it extends peri-
pherally, the base being visible as a necrotic
area on the surface of the organ (Figs. 9.27 and
9.30). The coronary arteries pass inwards from

Fig. 9.27 Two haemorrhagic infarcts of lung, seen
on section as dark wedge-shaped areas, widening
towards the pleural surface (left). Note the pul-
monary aitery occluded by thrombus (arrow)
beyond the apex pf the upper infarct X 1<3,